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o DR R. L DASO
B SUNCOAST FAMILY MZEDICAL ASSOCIATES
12020 SEMINOLE BLVD.
-LARGO,FL. 33778 -

Name. you prefer to. be called

MEDECA "“’FAMELY HEST@R‘Y 8= S@If M= M@ther F Father
(F’t Se mdlcate condltlons .experienced by the. above by marklng appropnate boxes) .
S. M F - . .8 M F - o= .‘.s M F-
O+ 3 -0O-ADS" . @ O dislocated Joints -+ - Q@ 0 neck pain - -
O 0 O aneria - O LY épilepsy B o LI nervous

0O O Qarhitis .~ " 0 T German, measles O 3@ O numbness
O 0 0 asthma Dﬂ .1 headache _' Q . O polio -
o [ S back pam - [0} L1 hearttrouble. - i [ R B poor. cwculation :
- 202 bladder troub!e L0 BB reproductive: dlsorders T30 hepatitis -
o REEEES bonefracture ol I high blood pressure -l W rheumatic fever
I S 0 R o O LY HIVIARC @ O Orheumatism

- 307 O ohest pam 0 Q@ Orkdneydisorder O [ Qscarlstfever
O .0, O concussion. T 0" [ bowel controljoss .. I O Q. seriousinjury
I ECE o convulsmns -3 .03 menstrual cramps EI @ O sinustrouble
L [3+() disbetes . A0 Lo B3 - multple sclerosis =0k LY tuberculosis, ...
El-""'-’i:ﬂi‘:?*ﬁ] mdtgestton L3 "'-‘il:!"""*D muscular dystrophy Q D O} venereal disease’
Have you been treated by a physzclan for any heaith condrtmn frithe East year’P EIYes BI\!O
Describe Condit:on - P -~ "Date of Last Physical Exam_
SURGICAL HISTORY:
1. : Date:

: i e e . Date:., Lo

3 :Date:,

Have"yo'u ever had a'metal implant? - IYes* LINo - Ever been gunshot'? '-ClYes- - (No
Do you have a pace maker or def bulator 7 QYes QNQ ' ' o

iWPRESENT MAJOR COMPLAI

T

NTS
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SYMPTOMS AREWORSEIN IMORNING [JAFTERNGON ~CINIGHT LICONSISTENT

WHEN'AND HOW
OCCURRED?__

SYMF‘TOMS DEVELOPED FHOM GJoB RELATED INJURY QAUTO ACCIDENT
QOTHER DACC[DENT QILLNESS QUNKNOWN CAUSE IGRADUAL ONSET

DATE OCCURRED: .. _ ,
SYMPTOMS HAVE PERSISTED FOR# HOUR(S) . DAY(S)  WEEK(S)
__-MONTH(S) . YEAR(S) , _ _

SYMPTOMS/COMPLAINTS .COME & GO ﬂﬂﬁE CONSTAN:T

 HAVE YOU EXPERIENGED THESE SYMPTOMS IN THE PAST 6 MONTHS
 ONO ' LIYES' WHEN?__

HAVE YOU HAD CHIROPRACWC CARE' BEFOHE RUNY N WHEN ?a
‘ARE YOU APPREHENSIVE ABOUT YOUR VISIT TODAY 20 /N
IF YES, EXPLAIN: c

NAME AND LOCATION OF DOCTORS PREVIOUSLY SEEN FOR PRESENT CONDITION(S): - .

ARE YOU TAKING ANY NUTRITIONAL PRODUCTS" QNO QYES

- WHAT KIND?: :
ARE YOU'TAKING ANY MEDiCATIONS ' INO YES .
WHAT KIND?__ _ - '
‘ARE YOU PREGNANT T No S LIYES

DATE OF LAST MENSTF{UAL PEFHOD

PLEASE CHECK THE FOLLOWING ACTIV]T!ES THAT AGGRAVATE YOUR CONDIT!ON o
CIBENDING [IREACHING LISTRAINING AT STOOL LICOUGHING TSITTING QTURNING
HEAD DILIFTING LISNEEZING DIWALKING LILYING DOWN [ISTANDING

* PLEASE CHEGK THE FOLLOWING ACTIVITIES THAT RELIEVE YOUR CONDITION:
DIBENDING LISITTING uLiFﬂNG CISTANDING CILYING DOWN DTURNING HEAD

- OIREACHING- TIWALKING .-

PI;EASECHECK ANY ADDETEONAL SYMPTOMS‘-’-YOU}MAY BE EXP-ERIENCING: ST
‘[Dblurred vision Dbuzzing-in ears &cold feet Flcold hands Lcold sweats Liconcentrationloss: -
feonfusionillconistipation: ;,ldepressmn Jweeping spells Chdiarrhea Cldizziness lface flushed -

C,Ifamtlng Clfatigue Ufever Ohead seems too hisavy Dheadaches Winsomnia Lllight bothers

ayes Uloss of balance Qlioss of smeli Wloss of taste ‘Cliow resistarice to colds muscie jerking

Dnumbness in fingers [@numbness in toes Clplns and needles in arms [dpins-and needtes in

legs’ Dnnglng in ears Dshortness of breath {stiff neck Dstomach Upset

‘Patient's Slgnature: DATE

Patient Name
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